Objective: To report on a theory to explain the oral health of older people over the life course.
| INTRODUC TI ON
This paper introduces a grounded theory study of older people's narratives about oral health throughout their lifetimes. The theory builds on existing work on the life course in sociology and dental epidemiology and has the potential to "bridge the gap" 1 between them.
It is also important because it exposes aspects of oral care through the life course that warrant further research. In the next section,
we provide an introduction to the life course approach in sociology before going on to provide a brief overview of existing work on the life course in oral health research. After this, we introduce the study that underpins this research.
| The life course approach
The concept of the life course developed between the two world wars when Thomas and Znaniecki 2 alongside Mannheim 3 proposed that we study the concept of the generation as a mechanism of social change. The concept was eventually coined by Slotkin, 4 although other work that predates the exact phrase was obviously talking about the same thing. For example, Charlotte Bühler in psychology discussed the "course of life" as early as 1933. 5 Kohli 6,7 discusses different mechanisms through which changes in the life course might affect life course outcomes, including how the life course has been differentiated into specific institutional spheres and how this impacts on outcomes. This can also involve looking at how different cohort experiences shape life course outcomes. 8 Whilst the study of the life course is entangled with social gerontology and ageing studies, [9] [10] [11] the specific study of the life course can involve:
1. Exploring changes in human lives in terms of transitions from one sequence to another whilst looking at how earlier stages affect later stages in life.
2.
Examining changes through the use of larger cohorts rather than singular cohorts or cross-sectional data.
Viewing changes that occur in human lives in relation to changes
in "life domains" including work and family in an interdisciplinary approach.
4.
Seeing progression through the life course through individual action and not simply through the investigation of social and individual determinants. In other words, human agency can have an impact on progression through the life course.
5.
Researching living through the life course through the lens of collective experience (couples, families and cohorts).
6.
Focussing on health and prevention enabling a much stronger emphasis on staying healthy for longer. 8 There are a range of approaches that characterise the sociology of the life course. For example, symbolic interactionism emphasises how individuals give significance to meaning over time. 10, 11 Clair, Karp and Yoels 12 question what it means to grow old, to experience childhood, adolescence and older age. This programme of research examines how biological changes are related to cultural and social milieus 10 whilst emphasising active processes of meaning making, how this takes place and its consequences. Symbolic interactionists argue that we ought to consider how:
1. culture shapes definitions of the ageing process,
contextual variability results in different definitions of ageing,
3. structural factors shape the ageing process 4. historical variability in conceptions of ageing takes shape. 12 Another key concept in life course research is the concept of status passage; Levy 13 argues that studying status passage involves studying how people are integrated into the social fabric.
| Oral health over the life course
How we live our lives, how we engage in oral care and how we are able to attend dental services regularly can have a direct impact on whether or not we can maintain a healthy or functioning dentition into later life. [14] [15] [16] The way in which this happens is complicated by historical processes involving changing ideas about illness and disease, changing concepts of treatment and prevention, alongside rapidly changing technologies. We argue that these processes are evidence of the increasing institutionalisation of oral health over the life course.
Oral epidemiologists have proposed numerous models to explain how oral health outcomes are shaped for individuals over the life course, [17] [18] [19] [20] unpicking how different influences at different periods affect oral health. Caries in adolescence are associated with height and birth order, 21 whereas oral health in young adulthood is associated with lower rates of dental attendance. 22 Dental service utilisation can have a direct impact on the experience of caries. "Problem orientated" visiting behaviour may result when fee for item payment systems are the primary means of access and where universal access to publicly funded oral care is not available. 23 These factors, however, remain quite general and deterministic. There are relatively few detailed data looking at how these mechanisms might work. There is also very little middle range theory about oral health over the life course.
One way to remedy this problem is to adopt qualitative methods to explore the life course from the perspective of those who experience good and bad oral health. The small amount of research from this perspective that we do have has shown that, young people feel that the appearance of teeth carries connotations about personal hygiene 24 and that oral hygiene and teeth are important.
Making a more direct attempt to theorise about oral health over the life course may lead to better explanations of how oral health develops throughout life. The aim of this paper then is to introduce a grounded theory study of older people's views of how oral health developed over their lifetime.
| MATERIAL S AND ME THODS
This was a qualitative study using grounded theory techniques for data analysis.
| Sampling and recruitment
Our research was based on a sample of 43 participants recruited from the cities of Edinburgh (Scotland) and Sheffield (in the north of England). Participants were people aged 65 and over recruited through social clubs and lunch groups, residential homes, local newsletters targeted at older people and the University of the Third Age movement. At the time of the interview, all participants were retired, but prior to this had reached different levels of education and worked in a range of occupations. Both cities are considered to provide a representative cross-section of the UK. Our goal was to get as broad a range of older people as possible. 
| Data analysis
The data acquired from the interviews were subjected to grounded theory analysis [30] [31] [32] using qualitative research software QSR NVivo 11.0 (QSR International Pty Ltd 2nd Floor, 651 Doncaster Road Doncaster, Victoria 3108 Australia). 33 The goal of this analysis was to develop a theory to explain how people's concerns with their oral care were organised and resolved throughout their lives. Throughout the study, members of the research team met on a weekly basis to discuss the data. The whole research team, including the funder, met twice during the study to discuss the analysis. The details of the analysis were tracked through the use of a diary that was kept in QSR NVivo.
| Grounded theory coding and analysis
Grounded theory analysis involves exploring prior interests and pre- [34] [35] [36] and the importance of the life course concepts 15, 20, 23, 37, 38 and ageing. [39] [40] [41] [42] Gibson et al's 43 work, published after this study had started, remains one of the few grounded theory studies looking directly at tooth loss, although other work can also be found on this subject. 44 Gibson et al 43 studied a very different population, covering a slightly older cohort and focussed almost exclusively on complete tooth loss. Our team included two sociologists with a special interest in social gerontology, who were therefore aware of the broad range of social theory in relation to ageing. Our main prior interest was to build a theory from "within the world view of our participants".
In the study [BG] coded ten interviews by bracketing and group-
ing similar statements into themes. We noticed that participants narrated one experience and then another, drawing on both narratives as points of comparison to make sense of their experiences. We called these comparisons "comparative experiences over the life course".
The most significant theme at this stage related to how participants talked about their "relationships with dentists over the life course" including how these had then shaped their experience of oral health and dentistry. The development of these themes introduced the idea that participants were telling us how they had developed knowledge about dentistry over their lives. Ideas that linked neatly with the idea of a "stock of knowledge" derived from Schutz's [45] [46] [47] phenomenological theory of everyday life. We searched relevant literature and examined the concepts and ideas within this theory, clarified its relevance and returned to examine the narratives more closely. After selecting this core category, we went on to delimit the theory. This paper provides an overview of the theory. More detailed analysis of central categories in the theory will be provided in future papers.
| RE SULTS
This section introduces the key concepts behind the theory of oral care as a life course project. Our goal is to provide the background to key concepts in the theory to promote discussion. The theory is still under development. All key concepts will be explored in more depth in future articles before the theory itself is fully delimited. We
begin by outlining what it meant to participants to access the social world of dentistry before describing what it means to engage in the project. Pseudonyms are used throughout the paper to refer to participants.
| Access and the social world of dentistry
..I came from a very working class background, but when I went to Grammar school and started mixing with other children, say, from middle class backgrounds and talking to them, and they will say, 'Oh, I've got an appointment to go to the dentist tomorrow for my check up,' that was a new world to me. (Jenny,
Year Old Female)
When Jenny grew up, dentistry was alien to her family. She described not having toothbrushes or toothpaste at home and her parents not having any teeth of their own. It was only through mixing with other children at "grammar school" that she became aware of dentistry.
Grammar Schools are schools usually associated with higher educa- 
| Losing access to the social world of oral care
Participants also described how their access to the world of oral care
could be disrupted throughout their life. Bernard reported how the breakdown of his marriage affected his access to the social world of oral care.
Yeah, when I was first married I mean, we were both very hygienic people and we were well off because I mean, I --I came down from Scotland in the 60s when the Beatles' Love Me Do was top of the Hit Parade.
…And I was in financial services ..we were paid well.
Looked after ourselves well. We ate well. We could afford the dentist and we went to all the appointments we had. ….So up to the 90s we were very well Access to the world of oral care was under constant development throughout participants' lives. Some lacked toothpaste and toothbrushes when younger, which changed when such resources became more widely used. Participants discussed how access was very different for their children and grandchildren who received orthodontics and preventive care. Entry to the social world of oral care is a precondition of being able to participate in oral care as a life course project.
We will now explain what oral care as a life course project is before discussing its related conditions and consequences. These varied patterns of access are summarised in Figure 1 which describes each of the domains talked about in our data along with specific oral care practices that were also mentioned.
| Oral care as a life course project
Oral care as a life course project involves an active plan to keep and maintain one's teeth into older age. The project, as articulated in these data, is summarised in Figure 2 Oral care as a life course project therefore involves developing a relationship with the social world of dentistry and the values and practices associated with that world. As such it requires values, finding a "good dentist", engaging in oral care practices such as tooth brushing and experiencing having work done. Consequently, the project includes experiencing oral health outcomes and impacts. Each of these is described below. From these statements, we can see that good teeth are valued, not just because of how they look (beauty), but for their strength and vitality. How these values influence oral care as a life course project will vary by nationality, social class, gender and, of course, age.
| Values and oral care as a life course project
Having one's own teeth was something to be valued, no matter what state they might have been in. Having them in later life was seen as a major achievement for this cohort, albeit in a slightly discoloured and "worn" state.
| The "good dentist"
All participants talked of finding a "good dentist". They were clearly talking about a generalised idea (ideal type in sociology) because the good dentist was discussed alongside their own particular dentist.
The obvious difference is that "my dentist" or "this or that dentist" is a dentist of which I have experience; whereas, a good dentist is something that can exist everywhere and nowhere. People seek out good dentists and try to avoid bad ones.
Good dentists are effective, they take time to explain what they are doing (Florence, 84). They try to protect the patient's teeth (Wendy, 77; Doris, 83) and gums (Donald, 73). The good dentist also had the dimensions of being gentle and providing individualised care. For Beryl (83), this involved demonstrating concern that she should attend more frequently so the dentist could watch her oral health for signs of deterioration. A good dentist also has good facilities, such as clean sinks and waiting rooms that look "modern". They use x-rays and various technologies to make sure the job is "done right".
Beryl (83) indicated that a dentist can be "good" despite having bad qualities. You go to the good dentist, or you seek out a good dentist. You might be disappointed because they have bad qualities, but they can still be good. No-one reported seeking out a bad dentist.
Helen discussed being taken to a dentist rather than choosing the dentist. She stated that her:
First memories of going to the dentist was...I don't think my parents made any great effort to choose who they thought was a very suitable dentist. I think I disliked him entirely; he smelt of pipe smoke and his teeth were all brown and he was pretty short-tempered so...but we went regularly. (Helen, 78) School dentists were described as "bad" because of participants' lack of choice in attending them. Associated with this was a sense of the failure of their treatment (poorer equipment) and associated ritual humiliation. The idea of "the good dentist" therefore has an important historical dimension. Sandra indicates the "historicity" of the good dentist: 
| Oral care practices over the life course
A range of practices was associated with care over the life course.
Participants talked about going to the dentist, having work done, brushing their teeth and engaging in practices to protect their oral health. These practices had histories, which meant that their importance and shape had changed over time. One key practice, amongst others, was "having work done".
| Having work done
Having work done involves a time bound event that is designed for a very specific purpose. The work has to be seen to be necessary and to produce the desired effect (effectiveness). Participants reported considering different options for having work done whilst considering if it is necessary or unnecessary (see Yvonne above).
Just because one party considered the work to be unnecessary did not mean it would not happen, our data contain numerous examples of unnecessary dental treatment. The experience of having work done contributes to a "stock of knowledge" related to dental work, and this informs the overall life course project. The following excerpt from Wendy demonstrates just how much her everyday knowledge of dentistry had developed over her life course:
That's a crown because the nerve had gone dead in it.
And then I've got…I've just got one back tooth here, that's crowned. I've got no back teeth at all there. I've got one up here and one up there. And then the six teeth at the front, they're my own. And just these like few front teeth at the front are my own, and the rest I've got part dentures, top and bottom. But [clears throat] even then, whenever…my part dentures at the bottom, they just slip on and off. My top ones, that's what they were like at first and I didn't like them, because at the palate I used to feel sick and I hated wearing them. So, when I changed dentist …we had a long talk and I explained to him how I felt about it and I've got this thing about blood and everything. And I said, "I can't get on with these dentures that I've got."
And he said, "Well, we can do different dentures for you." (Wendy, 77) Wendy's dental work was set out over limited periods and involved anxieties over the possibility of treatment, including what this treatment would feel like (bodily knowledge). Such work was therefore 'embodied'; it also disrupted the ongoing flow of daily life, especially when teeth were worked on.
From a phenomenological perspective, this process involves bodily "dys-appearances" 49 : that is, reminders or awareness of one's body-in this case, one's mouth and teeth-due to health problems or pain, when more routinely the body is forgotten about, an absent presence. 50 Failure is judged on the basis of whether or not the work both fits and works in everyday life. Participants explained how they managed dentures either successfully or not. In other words, dental work involved an orientation to the immediate work versus its ongoing management. If dental work failed, then patients would judge the work and all future work by the same dentist negatively. Past work therefore shapes the expectations of future work and informs how dental attendance is approached.
| Outcomes of oral care as a life course project
The outcomes of oral care as a life course project are articulated in terms of the experience and satisfaction of engaging in the project and of maintaining oral health into older age in whatever form that takes. As we have seen, retaining one's teeth gave participants a sense of achievement compared to previous generations. In other words, the values associated with oral care over the life course had changed in their lifetime. One significant shift in this was to place greater value on the retention of teeth and the avoidance of complete tooth loss. Teeth were in various states of "dis-repair", with participants recognising (frequently with a sense of humour) that they might be less than perfect and often referred to as a kind of "suffering companion" through life. Nonetheless, participants retained a sense of pride in getting to their later years with some of their teeth.
| D ISCUSS I ON
"Existing research in oral health and dentistry tends to focus on changes in human lives over time and across cohorts, as captured Dentists have argued that it is one's engagement with oral health as an "entity" that will determine one's oral health throughout life. 16 To this, we add that it is one's ability to access the social world of dentistry and to participate in oral care as a life course project that determines oral health outcomes. Broadbent 20, 57 The centrality of oral health related practices suggests that further work might consider adopting a social practices' perspective on oral care over the life course. 58 We agree with Ettinger 59 that fundamental drivers for change in oral care are derived from changes in dental technology and consumer health care. We would add to this the observation that technological innovation is significant because it re-configures the practices associated with oral health. We know this because our participants alluded to the changing nature of dental work, changes in the definition of a "good dentist" as well as descriptions of how dentistry has improved over time. Ettinger's 59 perspective has never been subjected to sustained investigation, perhaps the time has come to do so?
The idea of the good dentist has been thematised by many authors. Thorogood 60 discussed the good dentist as someone who patients know and trust. We would argue that the idea of the good dentist is not simply about personalised knowledge; rather, it is better understood as an ideal, with a range of properties corresponding to general expectations about the good dentist. In our data, dentists who treated people as individuals were often highly valued as "good dentists". This suggests that the ideal type of the good dentist relates to broader social changes such as the rise of individualism. Such ideas are therefore subject to historical revision.
The theory introduced here suggests how the body might be retrieved as a subject for dental research, using the concept of "dental work". We have presented how dental work is understood through the experience of that work and how it performs in everyday life.
This involves perceiving the "lived body" and mouth in an ongoing practical engagement with the world, attesting to the importance of phenomenology for understanding oral care. 61, 62 The data show that older people engage with the world in a kind of pre-reflective harmony, interacting with the world without thinking. When our participants experienced oral disease and dental work, the mouth and therefore the body, would lose this pre-reflective harmony. Dental work is therefore understood in the way that it interferes with ongoing lived experience. Its success or failure is evaluated on the degree to which it returns patients back to their pre-reflective state.
This might explain why older people appear to have adapted relatively well to their changing oral health over their life time. 63 They might show relatively high levels of subjective wellbeing, despite all the failings of their dentition, because they are constantly adapting through their participation in oral care as a life course project.
Participation in this project prepares them for older age not just because they are resilient. 63 Their expectations, values and practices adapt fluidly over time as the socially vested project itself changes and prepares them for old age. The suggestion is that dental researchers have been right to measure oral health outcomes in terms of dental treatment experience (DMFT) and impact (Oral Health Related Quality of Life). What remains to be explored is how the expectations and experience of oral care change through the life course and how this affects outcomes. 64 This paper provides a novel interpretation of oral health over the life course; we should recognise that these data are not representative of the whole UK population and be cautious in generalising them to other settings and groups. This is particularly relevant where the sample was restricted to participants who were White British.
Indeed, the experiences of other cultural groups, especially migrants who do not share the same history of widespread edentulousness may contrast sharply. It might also be argued that this project is only relevant to older people because we asked the question and they had to respond. Another potential limitation of this study relates to recruitment issues. The sample was predominantly composed of female participants with a university education who worked in managerial or professional roles, and as a result, the voices of less educated men of lower socio-economic status were not comprehensively included, along with non-white participants. Participants were recruited from Sheffield and Edinburgh (UK) based on the assumption that these two cities would give us a wide range of views on oral health and healthcare. Although these limitations hold true, we would add that the resulting theory can in fact be modified in the light of new data, in keeping with grounded theory methodologies.
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